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Chicken pox in pregnancy: Choice of anaesthetic technique
Sir,
Chicken pox is typically a disease of childhood and is uncommon in adults. For an anaesthesiologist it is exceedingly rare to encounter a parturient suffering with chicken pox, since she would require an operative procedure. Also, there is a lack of concurrent evidence to guide the choice of anaesthetic technique in such patients. [1] 24-year-old patient with 37-week pregnancy presented to obstetric emergency following pain in abdomen.
She was a known case of hypothyroidism controlled on eltroxin 25 µg daily, and was diagnosed to be suffering with chicken pox since 4 days. Acyclovir was administered orally, 800 mg five times a day. On ninth day after the onset of chickenpox, emergency caesarean section was planned due to foetal distress.
Patient still had extensive lesions of chicken pox, but was afebrile.
After shifting to the operating room, routine monitoring was instituted and general anaesthesia planned due to extensive lesions on the back [ Figure 1 ]. Rapid-sequence induction was followed by endotracheal intubation. Haemodynamic and respiratory parameters were stable intraoperatively and trachea was extubated at end of surgery. After an uneventful stay in post anaesthesia care unit, she was transferred back to obstetrics ward and subsequently discharged uneventfully after 7 days.
The occurrence of chicken pox in pregnancy is estimated to be only 0.4-0.7 per 1000 live births. [2] Delivery during the period of rash is presumed to increase risk of foetal transmission, and hence it is recommended to have minimum 7 days interval between onset of rash and delivery. [1] In our case, the delivery was necessitated due to foetal distress on day 9 of onset. Letters to Editor neuraxial block. [3] [4] [5] The use of general anaesthesia has been very scarce in these patients. [7] This would probably be a result of preference for neuraxial block during caesarean section per se, as well as avoidance of intubation for fear of varicella pneumonitis. We wish to add to the rare instances of using general anaesthesia safely in these patients, and its uncomplicated postoperative course. Our experience could help in adding to evidence showing lack of viral pneumonitis following general anaesthesia, when acyclovir was being used for treatment of the disease.
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Anaesthetic concerns in such a mother include increased risk of varicella pneumonia following endotracheal intubation; and risk of seeding of virus into the CNS with neuraxial block. There is no sufficient evidence on anaesthetic technique for such cases. [1] During pregnancy, varicella pneumonia was presumed to be a common complication of chicken pox, with high mortality. [3] General anaesthesia, specifically inhalation agents and opioids, are speculated to have immunosuppressive effects. This prompted several authors [3] [4] [5] to suggest avoidance of general anaesthesia for these patients. However, acyclovir reduces viral replication and with its use the risk of pneumonia is essentially reduced to the same level as of general population. [3] In addition, immunosuppressive effects were suggested to be more of an effect of surgical trauma and consequent endocrine responses rather than anaesthesia per se.
[6] In such a scenario, it may be safe to presume that general anaesthesia possess no additional risk, especially in patients receiving acyclovir. We also administered general anaesthesia without any viral sequelae in the patient postoperatively.
Neuraxial blocks could risk direct inoculation of virus into CNS as well. Additionally as the skin lesions of chicken pox are prone to secondary bacterial infections; it may lead to bacterial seeding of CNS. However, neuraxial blocks have also been used safely when performed at site free of lesions. [3] [4] [5] We searched for all cases pertaining to anaesthetic management of parturient with chicken pox presenting for caesarean section. [3] [4] [5] 7] Of a total of four cases, three had been conducted under Hopkins rod endoscope, the saviour for securing airway in tonsillar lymphoma: A case report
Sir, Extra-nodal non-Hodgkin lymphoma (NHL) usually involves the palatine tonsils. The clinical manifestations are enlargement and alteration in the appearance of tonsils, cervical lymphadenopathy, dysphagia, snoring, recurrent upper respiratory tract infection, fever, weight loss and lingual lobe enlargement, which may even lead to stridor. [1, 2] We present a case of tonsillar lymphoma where successful airway management with 0° Hopkins rod averted impending tracheostomy. A 14-kg, 5-year-old boy presented with low-grade fever and swelling in the oral cavity. The swelling was an enlarged left tonsil (13.6 × 3.4 × 3.7 cm) found to be extending superiorly from hard palate to left vallecula inferiorly, crossing the midline and abutting the left half of epiglottis and the right tonsil [Online Figure 1] . On positron emission tomography -computed tomography (PET-CT), intense fluorodeoxyglucose (FDG) uptake was noted in the enlarged left tonsil [Online Figure 2] . The fine needle aspiration cytology (FNAC) from the tonsillar mass revealed a high-grade NHL. During the course of his stay in the hospital, the child developed stridor and emergency tonsillectomy was planned. On airway examination, Brodsky grade 4 tonsillar swelling and grade 4 modified Mallampati score were noted [ Figure 1 ]. Other airway parameters were non-remarkable with no trismus. The preoperative investigations and vital signs were within normal limits. In the operating room, noninvasive monitoring of blood pressure, electrocardiogram (lead II and V5) and oxygen saturation (SpO 2 ) were applied. A 22-G intravenous (IV) cannula was secured, and IV glycopyrrolate 100 µg and dexamethasone 3 mg were administered. Anaesthesia was induced with IV fentanyl 30 µg and propofol 30 mg. About 2% sevoflurane was started thereafter. After successful bag and mask ventilation, succinylcholine 30 mg was given and video laryngoscopy was performed. The mass on the base of the tongue was found to be pushing the epiglottis posteriorly [ Figure 2 ], and consequently, the first intubation attempt failed. Due to bleeding from the friable tissue during the process, trial by laryngeal mask airway followed by fibre-optic endoscope was ruled out. The child, however, could be successfully ventilated by bag and mask ventilation. It was then decided to use a 0° Hopkins rod endoscope so as to judge the airway anatomy which could help in securing the endotracheal tube into such a compromised airway channel. The distorted anatomy was identified after thorough suctioning and trachea was intubated by using Macintosh 2 blade and 0° Hopkins rod [Online Figure 3] . The otolaryngologist provided the view and anaesthesiologist introduced the endotracheal tube (ETT). Anaesthesia was maintained with atracurium, sevoflurane and nitrous oxide in oxygen. Coblation tonsillectomy was carried out uneventfully. Subsequently ensuring adequate haemostasis, the trachea was extubated after reversing the residual neuromuscular blockade with 1.5 mg neostigmine and 0.3 mg glycopyrrolate.
The incidence of extra-nodal NHL involving the Waldeyer's ring (WR) is around 5%. The WR consists of pharyngeal (adenoids), tubal, palatine and lingual tonsils, and about 40-50% WR lymphomas arise from the palatine tonsil. [3] 
